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The possibility that a child may have been injured, abused,
neglected or otherwise ill treated rightly raises the indigna-
tion and anxiety of the caring professions and involves law
enforcement agencies. However, in the interests of justice and
fairness, a person accused of such injury or neglect is entitled
to appropriate legal representation at any hearing and is
deemed to be innocent until proven guilty. Quite frequently,
dubiety and uncertainty linger about whether or not, in any
specific situation, observations made, clinically or pathologi-
cally, can be interpreted solely as a manifestation of inflicted
injury or neglect, or whether there is a possibility that the
observed findings could have come about in other, non-
criminal, circumstances. These matlers necessitate advice
from those with experience and expertise in this field.

The aim of this book is to furnish an authoritative, com-
prehensive text to assist practitioners of medicine and the
law dealing with such cases in the appropriate interpreta-
tion of these matters and to enable clinical and pathological
findings to be presented in an unbiased and dispassionate
manner so that the courts are able to better evaluate the
specialist evidence put before them.

The investigation and interpretation of findings of
alleged ill treatment of infants and children requires a
multidisciplinary approach, centred on the child, his or her
well-being in both the short term and longer term, as well
as that of any siblings within the same environment. All
of the available information about any incident must be
carefully collected, collated and evaluated. Laboratory
data, both clinical and forensic, the results of radiological
investigations and information from the examination of
the scene where any incident took place should be carefully
sought and evaluated against the clinical findings. A team
approach is essential, with close collaboration of family
physicians, paediatricians involved in both community
and hospital practice, the clinical forensic medical examiner
and specialist pathologists, together with police and social
welfare services. No incident should be looked at in isola-
tion but rather in the context of the child's development
and interaction with his or her family, environment and
peer group. The survivors of inflicted injury or neglect in
childhood must be carefully followed up, protected and
their family unit supported.

PREFACE |

In this book, some of the topics covered here are rele-
vant specifically to maltreatment in early life, beginning
with the examination of an infant or child for whom abuse
is suspected, incorporating the family environment and set
against criteria for normal development. The difficult prob-
lem of suspected sexual abuse of children is considered
separately. The extensive clinical experience of the authors
of the opening chapters is readily apparent, highlighting,
as they do, the pitfalls of incomplete investigation and ill-
considered interpretation. The appropriate level of investi-
gation of specific findings, interpretation of investigations
and consideration of differential diagnoses are addressed
in chapters contributed by a paediatric radiologist, a haema-
tologist and a clinical pathologist, respectively. Those areas
requiring specialist clinical expertise and experience - the
eyes, mouth and central nervous system - are considered
by specialists in those fields with extensive paediatric
experience. The examination of the scene of death or injury
is discussed as a background to post-mortem examination
of the very young. The interpretation of cerebral pathology
in the newborn, the investigation of sudden or suspicious
perinatal death and sudden death in both infants and older
children are addressed by experienced practitioners. Sepa-
rate consideration is given to sudden or suspicious deaths
that occur in hospital.

In subsequent chapters, more general areas of forensic
pathology, including asphyxia and thermal injury, drown-
ing, injury to road users and other accidents are addressed
from a paediatric viewpoini. A similar approach is evident
in the chapters covering toxicological investigation, DNA
profiling and dental identification.

The book concludes with consideration of the role of the
expert witness in criminal judicial cases and the provision
of reports in the civil medicolegal context.

Although the majority of contributors to this text are
UK based, the subject matter is presented, as far as possible,
without national or geographic bias, so that the contents
have international relevance.

Anthony Busuttil
Jean W Keeling
January 2008
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INTRODUCTION

The diagnosis of abuse in children is a difficult intellectual
and emotional exercise. It has been described as one of the
most demanding tasks in clinical practice requiring time,
experience and emotional energy.! One of the biggest barri-
ers to the diagnosis is the continuing existence of emotional
blocks in the minds of professionals. Paediatricians are
accustomed to working in partnership with parents in iden-
tifying and treating their child’s illness or injury and find it
very hard to make the cognitive shift to suspecting that they
are the cause of their child’s suffering.? In some fields,
for example infants presenting with intracranial bleeds or
multiple fractures, the differential diagnosis between an
underlying medical condition and non-accidental injury is
fraught with difficulty. These cases are frequently strongly
contested when they reach the Courts, further discouraging
paediatricians from becoming involved.

This chapter will describe the knowledge required and the
methodical process that needs to be followed in order not only
10 establish the diagnosis, but also to present the medical evi-
dence in the most effective way in order to protect the child.

Historical Background

Recent years have seen the enactment of new legislation,
both in England and in Scotland, concerning the care of

children and further legislation, particularly relating to
protecting children from unsuitable adults and effective
sharing of information, is expected. Children Acts north
and south of the border highlight the responsibilities of
parents in safeguarding and promoting their child’s health
and development as well as their rights to make deci-
sion.>”® These Acts build on previous legislation and incor-
porate the principles of the UN Convention on Human
Rights, placing increasing emphasis on the rights of the
child to a safe and nurturing upbringing.® The accompany-
ing regulations remind us of the overarching principles on
which the legislation has been based; those that are most
relevant to the area of child abuse are laid out in Table 1.1.

The Children Act lays particular emphasis on the princi-
ple of minimum intervention. This, in the experience
of some paediatricians, has led to greater difficulties in

Table 1.1  Children Acts®=® - overarching principles

Each child has a right to be treated as an individual

Each child has a right to protection from all forms of abuse,
neglect or exploitation

Each child has a right to express his or her personal views

Parents should normally be responsible for the upbringing of
their children

Any intervention by a public authority in the life of a child must
be properly justified
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protecting children from harm in situations when abuse is
highly likely to have occurred but a degree of doubt exists.”

An understanding of the different standards of proof that
relate to civil and criminal proceedings is important to the
paediatrician or pathologist in contributing to the child pro-
tection process. To secure a criminal conviction it must be
proved beyond reasonable doubt that the defendant has
abused or neglected the child; whereas in civil proceedings,
for example proof of grounds of referral to a children’s hear-
ing system in front of the sheriff in the Scottish courts, the
standard of proof required is on a balance of probabilities
that the child has been ill treated or that a lack of care is
likely to impede the child’s physical or emotional develop-
ment. It is possible to proceed therefore to protect the child
even in a situation when it cannot be established who ill
treated the child or whether there was any deliberate intent
to harm (Schedule 1 Offence) or neglect the child.

Guidance for the improvement of our Child Protection
Services, health and multi-agency, within the context of
recent legislation, has also been given by the government.®°
These documents have been influenced by the recommen-
dations of major enquiries into the handling of cases, for
example in Orkney and Cleveland, and, more recently, Lord
Laming’s Inquiry into the death of Victoria Climbié."® The
Scottish Executive Health Department produced new guid-
ance in 2000 to promote the development of effective
health services for the protection of children.!! More
recently, the Child Protection Reform Programme within the
Scottish Executive produced a Framework for Standards for
protecting children and young people together with a Chil-
dren’s Charter.'* All the reports, guidelines and legislation
emphasize the importance of close interagency working in
child protection.

Definition

Table 1.2 sets out an all-embracing definition of abuse,
drawing aftention to the very considerable amount of
abuse that results from omission of physical and emotional
care as well as through deliberate ill treatment. It also
highlights the impact of that abuse, not only on the imme-
diate well-being of the child, but also on the child’s ability
to fulfil his or her potential in the longer term. Henry
Kempe states ‘Child abuse is the difference between a hand
on the bottom and a fist in the face!'® This is very relevant
when trying to make the difficult distinction between
‘acceptable’ punishment and abuse.

Table 1.2 A comprehensive definition of child abuse®®

Abuse of children is human-originated acts of commission or
omission, and human-created or tolerated conditions that inhibit
or preclude unfolding and development of the inherent potential
of children

Source: David Gil {1981)

[t is also important to consider the cultural setting.
Roy Meadow reminds us that ‘a child is considered to be
abused if he or she is treated in a way that is unacceptable
in a given culture at a given time.' The last two clauses are
important because not only are children treated differently
in different countries, but also within a country; even
within a city there are subcultures of behaviour and varia-
tions of opinion about what constitutes abuse of children.
Standards have also changed over the years with corporal
punishment, for example, much less acceptable in Britain
now than 10 years ago.

Prevalence

Four per cent of children up to the age of 12 years are
brought to the notice of professional agencies (Social Ser-
vices, Police, National Society for the Prevention of Cruelty
to Children [NSPCC]) because of suspected abuse. Studies
have also shown that each year at least one child per 1000
under the age of 4 years suffers severe physical abuse (e.g.
fractures, subdural haemorrhage, severe internal injury); at
present minimum mortality is estimated as 1 in 10000 but
the real figure is almost certainly significantly higher as
many cases are undetected.

The prevalence of sexual abuse is much less easy to
determine accurately because it is so dependent on the def-
inition, ranging from indecent exposure or inappropriate
fondling to full penetrative abuse. The resultant damage is
also very varied depending on the family situation of the
child and whether or not the perpetrator is a family mem-
ber. A very small proportion of sexual abuse investigations
lead to criminal prosecution because of the particular diffi-
culties in corroboration and interpretation of findings in
these cases. Determination of the prevalence of emotional
abuse, even when it is the main category of abuse for an
individual child, is even more problematic.

Prevalence figures are based on samples of adults or
parents describing their own or their children’s experi-
ences. Based on research reported in 2000 by the National
Commission of Inquiry into the Prevention of Child Abuse
and Neglect'® it is estimated that:
® at least 150000 annually suffer severe physical

punishment;

® up to 100000 each year have a potentially harmful

sexual experience;
® 350000-400000 live in an environment low in
emotional warmth and high in criticism.

ALERTING SIGNS

Health professionals, particularly those working directly
with children, may become aware that a child has been
abused or neglected in many different ways. They must be
alert to this possibility in their everyday clinical practice.
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Table 1.3 Alerting signs

Table 1.4  Types of abuse

Unexplained delay in presentation

Changes in detail as the history is repeated

Evasiveness{anger when detail sought

nconsistency between history and clinical findings/
developmental stage

Children may present directly to the health service with
clear evidence of injury or a clear allegation of abuse, either
by being brought to the accident and emergency department/
taken to their general practitioner or through attendance at
the outpatient department with a vague symptom such as
zbdominal pain or recurrent urinary tract symptoms. In
iny young child presenting to casualty injured but without
n apparently adequate explanation it is very important to
consider abuse among the differential diagnoses. A number
f alerting signs are clearly recognized and are shown in
Table 1.3. Unexplained delay in presenting the child for
medical treatment is a very important factor particularly in
cery young children, as most parents rapidly seek attention
7 taeir child sustains any injury and particularly an injury
the head. In children who are under 2 years of age for
hom an accidental cause for the injuries is being offered
by the parents or carers, it is important to consider care-
“ully whether the findings are consistent with the explana-
tion: for example, could all the injuries have been caused
v a simple fall from a swing or does the presence of
‘nijuries in different planes and of different ages make this
mpossible? Is the child at a developmental stage at which
<uch an accident is possible? For example, children are fre-
juently brought in with a number of fractures and
iescribed as having ‘climbed out of their cot’ In a child of
less than seven months of age who is not yet pulling to
<and this cannot of course be the correct explanation. Par-
-nts giving a false explanation for injury frequently
change their story or the detail of their story when pressed
znd particularly if interviewed separately. It is therefore
=xiremely important that all explanations given are noted
1 detail in the contemporaneous notes, which should be

oreserved. This may ultimately be crucial to the success of
v subsequent legal proceedings and therefore to the
'ng-term protection of the child.

TYPES OF ABUSE

Seven types of abuse are recognized and these are shown in
Tzble 1.4, together with an eighth category of multiple
=buse. It is very important to remember that in many
~stances a child has been subjected to more than one form
7 zbuse, for example a physically abused child may also

= being neglected or emotionally abused.

Physical abuse

Non-accidental head injury - ‘shaken baby syndrome’
Physical neglect

Non-organic failure to thrive

Emotional abuse

Sexual abuse

Fabricated and induced illness

A sexually abused child is by definition also being emo-
tionally abused. There are also some recognized associations
in patterns of injury, for example sexual abuse may be
accompanied by cigarette burns, particularly to the Jower
body, or injuries from restraining the child, bruising to the
inner thighs or ligature marks to the ankles may be present
(see Chapter 2). Non-organic failure to thrive has a category
of its own separate from physical neglect. These conditions
may of course coincide but a child who is physically well
cared for may be failing to thrive for emotional reasons,
while another child who is neglected in relation to cleanli-
ness, clothing and social needs may maintain adequate rate
of physical growth. Emotional abuse as the main cause of
harm is extremely difficult to prove although studies
increasingly suggest that emotional ill treatment is indeed a
more potent cause of significant harm in terms of failure to
fulfil potential for growth and development than physical ill
treatment.'® The likelihood of associated emotional factors
and overlapping forms of abuse is one of the main reasons
why any clinical assessment of a child where abuse is sus-
pected should be a comprehensive one, looking carefully at
all aspects of the child’s physical health, emotional well-
being, growth and development in relation to that expected
for his or her chronological age.

Fabricated or induced illness (FII) in a child by a carer
(previously known as Munchausen’s syndrome by proxy) is
probably the most difficult form of abuse to diagnose and
treat. There are three main forms, which are not mutually
exclusive:
® Fabrication of signs and symptoms, for example the

false description of seizures.
® Fabrication of signs and symptoms and falsification

of hospital records/charts and specimens of bodily

fluids, for example sugar or adult’s blood in the

child’s urine.
® Induction of illness by a variety of means, for example

adding salt to feeds or infusions.

International research suggests a very high incidence of
death and morbidity in FII - up to 10 per cent of these chil-
dren die and 50 per cent suffer long-term morbidity."” The
need for early multi-agency involvement in the identifica-
tion and successful management of these cases has been
emphasized in Government and RCPCH guidance.

18,19
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THE NEED FOR COMPREHENSIVE
ASSESSMENT

As in all other situations in medicine the diagnosis of child
abuse is made on the basis of careful history-taking, includ-
ing the birth history, past medical history, the developmen-
tal history and the family and social history as well as on
thorough clinical examination and investigation. Serious
mistakes may be made if examiners rush to examine a
bruise, a burn or, worse still, the hymen or anus, without
first taking a careful history not only of the alleged ill treat-
ment or neglect, but also the child’s previous history. Only
if we approach the examination in this way will we be able
to reach a conclusion not only regarding whether or not the
child has been subjected to deliberate ill treatment, but also
to whether or not the child has suffered or is likely to suffer
significant harm. Figure 1.1 summarizes the factors relating
to the child’s overall health and development that need to
be taken into consideration in determining harm. Consider-
ation of this figure makes it clear that the conclusion is like
putting together the pieces of a jigsaw, creating a picture of
the child within his family and the local community. In
order to do this all relevant background information needs
to be gathered from the child’s health visitor, general prac-
titioner using parent-held records, primary care records and
information from community child health and hospital
records relating to previous health contacts. Information
about the way in which the current incident presented from
all those involved needs to be carefully documented, with,
in particular, a verbatim account of the carer’s description
of the events and the symptomatology of the child at all
stages. 1t is important to note that it is not necessary to
explain all of the injuries on the basis of one incident.
Active young children normally have some bruises on their
body as a result of accidents, but several groups of injuries,
particularly in locations not normally injured in accidents
and particularly when a single accident is being offered as
an explanation for all, would be very worrying.?® It is

_ THE JIGSAW OF SEXUAL ABUSE

% Child's >
History from parent Fikors Any disclosure
Physical symptoms Behaviour Bruisesfinjury
Physical examinations STDs Forensic
pra— Social work T
Police inquiry ELTeAt Siblings

Figure 1.1 The ‘jigsaw' in the diagnosis of sexual abuse.

(From Hobbs CJ, Hanks HIG, Wynne IM. 1993 Child Abuse and
Neglect. A Clinician's Handbook. Edinburgh: Churchill Livingstone,
with permission.)
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Figure 1.2 The shape of the bruise reflects that of the
instrument used.

important to remember that the tiniest injury, which may be
of no clinical significance, may be the one that confirms the
diagnosis of non-accidental injury, for example a bruise
with a clear imprint of the instrument used (Fig. 1.2).
Ultimately the case may be lost or won on the basis of
the rigour of the clinical assessment. It is never possible to
go back and look again, and it is important not to rely only
on the quality of photographs that may not, for some rea-
son, be available or may not show the injuries to be as
extensive or worrying as apparent on clinical inspection.

SIGNIFICANT HARM

The term ‘significant harm’ was introduced into the legisla-
tion aimed at protecting children in the Children Act 1989
(England and Wales) and the Children (Scotland) Act 1995 in
an attempt to distinguish those children for whom ill treat-
ment and neglect have led or are likely to lead to significant
morbidity, including long-term emotional and/or develop-
mental impairment/disability or even death. Unfortunately,
although it appears on almost every page of the Act, the term
is never itself defined. Although at first sight it might be
thought that establishing significant harm in terms of the
medical findings and assessment would be much easier than
from the legal or social perspectives, in practice it is rarely
straightforward. Certainly when presented with a child look-
ing like this (Fig. 1.3), there would seem little doubt; this lit-
tle girl has a serious injury requiring hospitalization with a
risk of long-term scarring. There would be little difficulty in
concluding that not only has this child been seriously injured,
but also that she has suffered significant harm and is at high
risk of further injury if left in her present family situation. In
contrast the assessment of a difficult teenager who admits to
flouting his parents’ authority, using bad language to upset
them and returning the physical blows inflicted by his father
is more difficult; significant bruising caused by, for example,
a slap across the face and ear with full-thickness bruising
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Figure 1.3 Inflicted burns on the lower leg of an infant.

Child abuse: significant harm

Physical abuse Sexual abuse Emotional abuse

ILL TREATMENT

Harm —bl

IMPAIRMENT
'
Health Development
® Physical e Physical
e Mental e Intellectual
* Emotional
* Social

® Behovioural

When considering the degree of significant harm we
must consider bothill treatment and impairment.

Figure 1.4 Considerations in the assessment of significant harm
n the context of child abuse. (Courtesy of Dr MA Lynch, London.)

through the pinna suggests considerable force, but in the
absence of previous concerns, physical, developmental or
social within his family setting, the significant harm done
zppears slight and the level of ongoing risk low.

Therefore, as in many other situations in medicine, we are
faced with a continuum of presenting signs and symptoms
that requires a thoughtful and detailed approach to diagnosis
and a clearly expressed opinion in order that we may con-
Tibute effectively to the protection of children who are indeed
ar risk of significant ongoing harm. Figure 1.4 reminds us that
‘t is not only the immediate physical presentation of the child

that is important, but also the clues concerning the standard
of care that the child has previously received that we gain
from the rest of the physical and developmental assessment
of the child, including evidence of long-term impairment
from previous injuries or neglect. It reminds us that in many
cases more than one kind of abuse is present and of the need
to gather information from many sources to complete the
picture.

THE INTERAGENCY CONTEXT (FLOW CHART
OF PROCESS)

Years of experience and the results of a number of high-
profile enquiries have confirmed that to be successful the
medical assessment of the child must be an integrated part
of the joint police/social work investigation. This ensures
that the medical evaluation benefits from the availability of
information from the early investigation and that it is
timely both in the context of the health care of the child and
the requirements of the police and social work processes. It
also helps to ensure that the child is protected from unnec-
essary repeat examinations and the whole investigation is
carried out in a child-friendly and sensitive way, ensuring
not only appropriate immediate and ongoing health care
but also that any medical evidence which is available is
gathered effectively and can be used to protect the child
whether through civil or criminal proceedings. In order to
achieve this, clear and agreed interagency guidelines need
to be in place to ensure discussion and meaningful collabo-
ration from the earliest point of referral to the completion of
criminal and care processes. Senior professionals in each of
the agencies need to share information at the planning
stage before any agency responds to the referral and at each
subsequent stage thereafter. This process is depicted in Fig.
1.5 and starts with what is locally entitled the initial {inter-
agency) referral discussion in which senior health, police
and social work colleagues share the information relating to
the child and family that is already available to their agency
and plan the investigation (Fig. 1.6). This discussion usually
takes place by phone and will agree the sequence, timing,
venue and personnel to be involved in the interviewing and
medical examination of the child, and the nature of that
examination. In some situations a preliminary medical
assessment of the child is required (by the general practi-
tioner, accident and emergency doctor or general paediatri-
cian) when information is vague and an accidental
explanation or medical reason for the child’s presenting
symptomatology may be forthcoming on further enquiry.
In situations of disclosure of sexual abuse or serious
physical injury the case should proceed immediately to spe-
cialist examination, bringing together paediatric and foren-
sic skills to fulfil all the necessary functions of the
comprehensive medical assessment together with evidence
gathering in one examination. The timing of this will depend
on many factors: medical, forensic and legal (e.g. the time
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Figure 1.5 Flow chart illustrating the stages in medical assessment of children with suspected abuse or neglect. GP, general practitioner;

HV, health visitor; SW, social worker.

Initial referral discussion

Police / \ Social work

Referrer

Health

® Share relevant information
e Plan investigation: interview, medical, etc.
@ Agree sequence, timing, venue, people

Figure 1.6 Interactions around the initial referral discussion.

between the incident and referral), the nature of the injury
(e.g. head injury indicating the need for immediate evalua-
tion) or forensic issues such as the need for immediate exam-
ination to secure all trace evidence in acute sexual assault.
The police may be constrained by timescales in relation
to their criminal investigation, for example if they have

an alleged perpetrator in custody. In other situations, for
example disclosure of historical abuse, a carefully planned
interview followed by examination carried out electively
during working hours, preferably in a planned specialist
clinic, is in the child’s and family’s best interests.
Immediately following the examination, information
concerning the immediate facts and preliminary opinion of
the examiners must be made available to the police and
their social work colleagues to inform their investigation
and contribute to the decision-making about the immedi-
ate protection of the child while the investigation contin-
ues. In a minority of situations, the child’s need for medical
treatment will require admission to the ward and at other
times a more complex picture of failure to thrive and
developmental delay may also indicate the need for admis-
sion for further investigation and assessment. Examining
doctors must also contribute to the social work child pro-
tection process by taking part in case conferences that are
held to make decisions about registration on the Child Pro-
tection Register and the immediate and ongoing child pro-
tection plan, and input into the legal process either in the
criminal courts or through the Children’s Hearing system.

JOINT WORKING AND THE COMPLEMENTARY
SKILLS OF PAEDIATRICIANS AND FORENSIC
SPECIALISTS

The evaluation of sexual abuse and severe physical injury
requires the involvement of doctors who are skilled in gen-
eral and social paedjatrics and in forensic medicine. The
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Iable 1.5

npetencies and facilities required to undertake this

17 in joint guidance produced by the Royal College
iztrics and Child Health and Association of Forensic
ns in April 2002 and updated in 2004.2' It is useful
nber that the term forensic means ‘the application
tiiic methodology to the investigation of crime’, not
tne raking of samples for trace evidence. In most
=< of serious physical assault and sexual abuse the
2 together of two doctors, a paediatrician and a
<z medical examiner (sometimes known as a police
will be required, bringing together the two sets of
Docrors work together in a complementary way, with
=diztrician playing the lead role in the assessment of
1ld’s development and his or her general physical
whereas the forensic examiner assists with the

~~ouon and interpretation of any injuries found, partic-

1 terms of their possible causation, i.e. whether the
s likely to be accidental or non-accidental, likely tim-
| the degree of force required.

“orensic examiner will take the lead in collecting any
s that are required for forensic laboratory analysis,
= care to secure the chain of evidence. As far as possi-
tographs of physical injuries should be taken by a

shotographer when both doctors are present.
“hildren in whom sexual abuse is alleged or disclosed,
<z of a colposcope with camera facility is essential,
7 2 continuous video or DVD recording (or series of
otographs) is available for further assessment and,
1ecessary, viewing by a medical expert instructed by
ence team in relation to any subsequent court proce-
Such recordings are invaluable for peer review. Joint
nztion also has the benefit of providing internal corrob-
1 of the medical evidence, which is customary in other
legal practice. This is of particular importance in
1d. where legal practice differs from English Common
However, clinicians generally find the support of another
- colleague very helpful in reaching an informed opinion
1 are so frequently difficult and highly charged circum-

“ccs. Appropriate training is obviously of utmost impor-

rogether with ongoing opportunities for continuing
-2l education and peer review.

Tne roles of the medical assessment are detailed in Table

ringing together the needs of the child for medical

ssment and treatment with the evidential requirements.

mportance of reassurance to the child and family
! not be underestimated. Many myths remain in the

Role of medical assessment

- z=oure any medical treatment required

wer medical and forensic evidence

ztner relevant background: medical, family and social

1er information on the child’s growth, development

=~ zmotional state
- ziate ongoing medical care {including psychological or

natric care, treatment of sexually transmitted disease)

~zz35ure the child and the family

minds of children and adults in relation to penetration, preg-
nancy and infection, and the opportunity to reassure should
be one of the considerations taken into account in deciding
whether or not to proceed to medical examination.

LEGISLATION

In approaching the gathering and interpretation of the
medical evidence in child abuse cases it is useful to have a
clear understanding of the nature of the legal processes
that may be invoked to protect the child and, in particular,
the standard of proof that is required to sustain them and
thus to protect the child(ren) from further harm.

In Scotland, criminal proceedings are the responsibility of
the Lord Advocate. Procurators fiscal review the evidence
gathered by the police during an investigation; they deter-
mine whether or not it is in the public interest to prosecute
and whether or not there is enough evidence to proceed.

Cases in which physical or sexual assault or serious
neglect of a child is alleged may be prosecuted in the High
court or sheriff court, depending on the seriousness of the
charges laid down in the indictment. That a crime has been
committed under Schedule 1 of the Criminal Procedure
(Scotland) Act 1995 (offences against children under the
age of 17 years to which special provisions apply) must be
proven ‘beyond reasonable doubt’ to secure a conviction.??

Within the Children’s Hearing System in Scotland,
grounds of referral are drawn up when there is evidence to
suggest that a child is at risk of suffering significant harm
from abuse and neglect unless compulsory measures of
care are put in place. These grounds may be denied by the
parents/carers, leading to legal proceedings before the
sheriff. Evidence, including medical facts and opinion, is
led by the reporter and is open to cross-examination by
lawyers acting for the family and the child. Here the stan-
dard of proof required is lower, with the sheriff reaching a
decision ‘on the balance of probability’ as the civil stan-
dard. It is important to note that in these proceedings it is
not necessary to identify the person or persons to blame,
often a major difficulty in child abuse cases, particularly in
those involving infants. These procedures are described
and discussed by Wilkinson and Norrie.?* Once the grounds
of referral have been established, the case is sent back to
the reporter who will convene a Children’s panel to deter-
mine what action is required to protect the child.

Inevitably legal proceedings are lengthy and often
delayed. Children at risk from abuse and neglect require
urgent protection, which can be secured though the recent
Children Act legislation both in England and Wales (1989)
and Scotland (1995). Through this legislation, Child Protec-
tion Orders (sect. 57), Child Assessment Orders (sect. 55)
and Exclusion Orders {sect. 76 - to remove the alleged per-
petrator from the home) have been put in place to allow the
investigation to continue at an appropriate pace, while
ensuring the protection of the child(ren). Before granting
these orders the sheriff may require initial documentation
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of the medical evidence, which may, if necessary, be sub-
mitted in the handwritten format, including injuries
depicted by line drawings.

CONSENT AND CONFIDENTIALITY

Child abuse cases regularly raise issues of confidentiality,
particularly for doctors working with young people in sex-
ual health or mental health services and those working with
parents or carers in general practice or psychiatric depart-
ments. These issues are explored in detail in a recent work-
ing party report produced by the Royal College of Paediatrics
and Child Health (RCPCH) in 2004.2* The document reminds
medical practitioners that ‘the doctor’s primary duty is to act
in the child’s best interests. If there is a conflict of interests
between doctor and parents or parents and child then the
child’s needs are paramount’ Recent General Medical Coun-
cil {GMC) guidance in the UK issued in 2004% makes it clear
that when any practitioner suspects that a child may be
being abused or neglected he must share the information
promptly with an appropriate person or statutory agency
when he believes that to be in the child’s best interests. The
GMC also issued specific guidance in relation to the sharing
of information about children and young people in 2007.%
In a situation when the practitioner believes it may not be in
the child’s best interests to refer the matter on, he should dis-
cuss the matter with an experienced colleague and be pre-
pared to justify any decision not to disclose. Some leeway is
left in this advice in order to allow colleagues, particularly in
the mental health services, to prepare a patient for referral
when a child is not considered to be currently at risk, for
example if an adult patient reports previous abuse by a
father with whom she is no longer living. Of course, care
must be taken in deciding to delay referral, as the alleged
perpetrator may be a danger to other children.

Obtaining informed consent to examination and to the
subsequent sharing of information also raises anxieties,
which have been clarified, to some extent, by the recent
Children Scotland Act legislation. In 1991 the Age of Legal
Capacity (Scotland) Act clarified the position in Scotland by
making the age of 16 years the age at which all youngsters
{apart from those with a disability) attain the ability to give
their own consent but making it clear that prior to that age
any child who was felt competent to understand the signif-
icance of the examination and treatment should be asked to
give his or her own consent.?’ It also establishes that it is
the doctor’s responsibility to make a decision as to whether
or not the child is competent to give consent. When the
doctor decides the child is competent then the child’s con-
sent must be sought and the parents no longer have a right
to make the decision for the child, although they would be
expected to give the child appropriate guidance and support
in reaching a decision. It must be remembered that the
wishes of a child deemed competent to give consent must be
respected when he or she refuses that consent.

The nature and circumstances of the child’s medical,
developmental and social condition will of course have an
important bearing on whether or not the child is competent
to give consent. Giving his or her own consent for exami-
nation for sexual abuse, which may lead to the imprison-
ment of a parent, raises much more complex issues about a
child's ability to consent and also to the meaning of the
phrase fully informed, which is taken to imply that the child
understands fully the implications of the examination.

Increasingly, as all forms of legal proceedings become
more adversarial in nature, aspects of the examination,
including the seeking of consent, are brought into question
and a failure to properly seek documented consent may
lead to the medical evidence being deemed inadmissible.

THE PROCESS - JOINT PAEDIATRIC/FORENSIC
EXAMINATION

In arranging and carrying out a joint examination the pae-
diatrician takes responsibility for ensuring that the child
receives a high standard of medical care at the same time
as contributing to the gathering of the best medical evi-
dence.?® This examination should be seen as the start of the
therapeutic process for the child as well as a vital part of the
interagency investigation.?® In order to achieve this high
standard, a dedicated facility offering privacy, warmth,
good lighting, photography, video colposcopy and labora-
tory services in a context that is child-friendly is essential
(Fig. 1.7). Examination, particularly for sexual abuse, is

Figure 1.7  Consultation room with video colposcopy facility.
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re likely to be successful if the child feels relaxed.

) the general environment in terms of play facil-

. and drink when an investigation has been pro-

2= supportve nursing care and replacement clothing
er facilities where appropriate are all-important.
fority of situations the child is well although he or

v be subdued and anxious. Kind reassurance will
12 child to take an active part in the discussion and

tion and to benefit from the explanation and reas-
21 the end of the examination. Wherever possible
should be asked for consent even when formal

7 i< the responsibility of the accompanying adult. It is

—zn7 to explain the process very carefully to the child
ow him or her to see the examination couch, the
pe and video equipment, and to introduce the child

" the adults who are present.

.. voung children are involved, however, it is
¢ for the child to be occupied by an appropriately
wurse or familiar adult while the police and social

== discuss the information available from the earlier

“zation and any disclosures that the child may have
1d the background medical history is taken from the
nznying adult. Ideally, this can be used as an oppor-

“or the nurse to make a brief assessment of the

omental status of the child and his or her emotional

.nt paediatric/forensic examination of the acutely ill

s often problematic and clinical care must, of course,

irst. In some situations, for example, severe non-

17zl head injury, the child may present with acute
1zlopathy with a falling Glasgow Coma Scale score,
and/or cardiorespiratory compromise and is

~v not fit to be examined in any detail. However, fail-
conduct even a brief joint examination may lead to

=s of significant medical evidence that may be crucial

= final diagnosis. Medical photography may offer a

7 rapidly documenting the superficial injuries at that

hen meticulous measurement and drawing is not

e. Similarly in children subjected to burns or scalds

il be covered by dressings, or children with long

Tractures that will require splinting, an opportunity
—=pid documentation looking, for example, for bruising
<zent with a gripping and twisting injury should be
1. AT present, that opportunity is frequently missed,

possibility of non-accidental injury is frequently not

== before emergency treatment is completed. When a

nt examination has not been possible due to the
| state of the child, a clear plan to return to jointly
ne the child when the clinical state improves, or
=c if the child dies, should be made and documented in
spital case notes. Particular care should be taken in
ng the examination of a child when the referrers

“be inflicted abdominal or head injuries even where

-nild is described as clinically well. In offering advice
- zaediatrician must be aware of the potential risks of
~-zbdominal or intracranial bleeding, which may cause

an apparently well child to deteriorate rapidly over a num-
ber of hours following injury.

Presenting History

Before proceeding to the physical examination, wherever
possible it is vital to obtain a complete and full history both
of the events that have led to the presentation of the child
and past medical history/family and social history, includ-
ing the wider history of previous information known to
police, social workers and education staff about the child
and his or her family. When an accidental explanation is
being offered by the parents or carers for physical injury it
Is vital to obtain a very detailed account of the alleged
incident, preferably from individual witnesses, including
the precise location of the child before and after the event
(e.g. in exactly what position did the child land, which part
of his body hit the floor or obstacle first). Also, information
on the precise location of the adults who allegedly wit-
nessed and intervened in the event, including exactly the
condition in which they found the child after the incident
and what attempts they made to resuscitate him or her.
Information may already be available from the police
about the locus but they may need to revisit this after the
examination, for example to look at precise features of a
staircase, bunk beds, etc. or to look for bloodstains, semen,
etc. It is important to document clearly the source of each
piece of information, i.e. those details that have been pro-
vided by a carer or witness directly or information from an
investigative interview reported by police or social work-
ers. This information can be gathered from the profession-
als attending the assessment while a caring adult occupies
the child. Details of the child's past medical history should
then be sought from the parent or carer. General informa-
tion about the child’s birth history, developmental history
and information about significant illnesses or operations
requiring hospitalization should all be sought and docu-
mented. In infants and toddlers, particular attention should
be paid to any history of prematurity, intra-uterine growth
restriction or difficulties at the birth. When failure to thrive
is part of the presentation, particular care should be taken
about the feeding history, any history of gagging or chok-
ing, vomiting or diarrhoea, abdominal distension or
repeated chest infections. When children present with
bruising, care should be taken in seeking any history of
bruising or bleeding tendency in this child and a history of
recent viral illness (see Chapter 4). A history of bleeding,
bruising tendency and joint laxity in the extended family
should then be sought. When a suspicion of possible ciga-
rette burns has been raised, care should be taken to seek
any history of skin disorder, particularly eczema in the
child and again in the wider family. In the child presenting
with a fracture, previous fractures in this child and/or fam-
ily members suggesting the possibility of some form of
brittle bone disease should be sought.
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When allegations of possible sexual abuse are being
made, careful history relating to urinary symptoms (urgency,
frequency, dysuria), including episodes of documented
infection, should be noted together with information around
any genital or anal symptomatology, for example pain. itch-
ing, discharge, bleeding from the vulva, pain or bleeding on
defaecation, constipation or soiling, together with the pat-
tern of symptomatology particularly in relation to timing of
access to the alleged perpetrator.

Family medical history should be sought in the usual way
but including, in particular, information as noted above that
is suggestive of bleeding tendency or bone fragility (includ-
ing hearing loss). In addition, information on the growth of
the natural parents and any information suggestive of sig-
nificant physical or mental illness, drug or alcohol misuse
should be noted.

Social History

Information on the social situation in the family home
should be sought from the attending carer but will of
course be available in much more detail through the pri-
mary care team, social work records and from the ongoing
investigation. Of particular note are a history of domestic
violence and/or drug and alcohol misuse, all known to pre-
dispose to physical and emotional abuse and neglect of
children.*® An indication of the level of deprivation within
the family home and the local community should be
sought, together with information or any previous con-
cerns about the care of this child and his or her siblings.

Presenting History Taken from the Parent

Once a background medical history of the child has been
carefully explored with the parent or carer, the examining
doctor should seek information about signs and symptoms
that the parent might have observed in relation to the
alleged abuse or neglect. For example in physical injury, par-
ticularly in relation to possible burns, precise detail of the
signs of damage to the skin is vital. For example, did this
lesion start with a small area of erythema or a blister? Over
what time frame did it progress to the current appearance?
Did other lesions appear at the same or different times and
what was their precise location? Were they itchy or painful?
Has any treatment been applied? In alleged head injury, has
there been any period of loss or altered consciousness, vom-
iting or features suggestive of seizure activity?

If a child is able to give his or her own account, again
it is important to ask for symptomatology, particularly
immediately following the alleged incident: for example in
alleged strangulation, did the child feel dizzy, was there
any effect on the child’s vision, ability to swallow, breathe,
etc.? Have there been any subsequent symptoms?

In alleged sexual abuse relevant history in relation to
urinary, genital or bowel symptoms should be sought and
for a post-pubertal child information about the normal
menstrual cycle, including whether or not the child uses
pads, tampons or both. It is also important to ask for infor-
mation relating to general well-being following the alleged
incident, for example is the child continuing to sleep and
eat well, has there been, for example, the recurrence of
nocturnal enuresis or night terrors? How was the child
doing at school? Have there been any problems with ongo-
ing relationships at school or at home? When a history of
rectal bleeding or anal abuse is put forward it is extremely
important to establish the child’s normal bowel habit and
in particular whether there have been any periods of severe
constipation requiring medical treatment. It is important to
seek information about the mental health of the child, par-
ticularly the teenager, and to at least consider the possibil-
ity of self-inflicted injury.

Information from the Child

Having gathered as much information as possible about the
medical, family and social context of this presentation
together with the early detail from the police about the pre-
cise incident, it is then appropriate to proceed to the direct
assessment of the child. It is extremely important at this
stage to consider carefully who should be in the room dur-
ing the discussion with the child and, most importantly,
during the physical examination of the child. When the
child is able to give an opinion {certainly from the age of
8 years onwards) his own view on who should be present
should be sought. Care should be taken to develop a rap-
port with the child by general conversation (e.g. preferred
activities, how he is getting along at school, a local football
team, etc.). It should then be possible to move on to talking
about what has happened.

Although it is entirely inappropriate to go over the
statement which the child has given at joint interview, it is
often necessary, particularly in relation to sexual abuse, to
clarify the child’s terminology and when a child has multi-
ple bruises it can also be very helpful for the simple ques-
tion ‘how did that happen?’ to be asked, which may enable
the child to indicate clearly which injuries were associated
with which blow and to increase his credibility by indicat-
ing clearly that a particular injury had an accidental origin,
for example falling from his bike. Children use many words
for their private parts and these vary widely across the
country. For example locally, ‘flower’ is a common word
for the vulva, sometimes ‘china’ is taken to stand for
vagina; however, in another part of Scotland ‘fluffy’ is
taken to mean vagina. It is extremely important not to
jump to any conclusions, particularly when trying to help
the police to establish whether an alleged assault was rape
or a less serious sexual offence. The medical examination
offers us the only real opportunity to clarify directly what
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e child means by her ‘flower’ or ‘fluffy’ by asking her to
point directly to it with one finger. (It will subsequently
= important to clarify the police’s understanding of the
-hild’s terminology.) It may also be useful to go over
rectly with the child the nature of any history of geni-
~curinary symptoms, rectal bleeding, menstrual cycle,
hether or not protection was used in any under-age sex-
| intercourse (e.g. condoms). With older youngsters it is
nportant to ask about intake of drugs or alcohol, particu-
=riv around the time of the alleged incident. At all times it
: important to ask open-ended questions and to do so in
= presence of the investigating police officer. It is helpful
hear the child give a clear accidental explanation to
»me injuries, as this establishes his credibility, his lan-
“uzge and understanding.
Before proceeding to examination it is very important to
- the accompanying adults what explanation and infor-
=7ion have already been given to the child about the need
- medical examination and the likely nature of it. It is
=n important to ensure that a full explanation has been
~ered to the parents when seeking fully informed con-
=n1: this should be carefully documented. Where the child
2id enough to give their own informed consent, similar
7= must be taken to explain to the child exactly what is
zired and why and to allow time for the child to explore
== examination room and the video colposcopy equip-
=n7 when detailed examination of the anus and genitalia
equired.
in discussing the need for medical examination it is
cortant to emphasize the therapeutic aspects of the

injuries present and frequently to exclude significant
sical injury or transmitted infection and to arrange
~ropriate follow-up and treatment if required. As noted
ve it is important to ensure that the child is comfortable

all accompanying persons and that non-essential

s are asked to wait outside.

/

—xa2mination

wamination of a child who may have been abused or
= =cted should follow the same format as any other clin-
ssessment and must include a complete physical
1ation, including measurement of growth and a brief
s=sment of development. It must be meticulously and
nporaneously documented, including accurate

< of any explanation given by the adult or child. In
ular, the general examination should include careful
-=ment of the child’s hair, teeth and skin, as these are
wdicators of the child’s general well-being. Addition-
note of the child’s cleanliness, appropriateness or

" clothing, and his or her demeanour should be made
= assessment. Any superficial injury should be care-
easured, documenting the vertical and then the
ral measurement in centimetres together with the

distance from the nearest anatomical reference point. A
careful note of the pattern of injury, for example colour,
speckled appearance from fabric weave, loss of skin surface
and direction of injury, should be included. It must be
remembered that it may be the smallest injury that con-
firms the non-accidental nature of a child’'s presentation.
Careful drawings should be made, preferably on diagrams
within a proforma, numbering each injury (Fig. 1.8) (the full
proforma and consent form can be found in Appendix A,
p. 457). These will be vital to compare with the photo-
graphic documentation. Measurements of weight and height
(and head circumference where appropriate) must be plot-
ted carefully on up-to-date population growth charts.
Examination of the genitalia and anus should normally
be undertaken as part of the general examination in any
young child when abuse is suspected and in any child
when the allegations, medical history or findings suggest
that sexual abuse in any form may have taken place. The
anus and genitalia should be examined using the colpo-
scope for light and magnification and to obtain photo-
documentation through video recording (or the taking of a

|C0nﬁdentia| medical information

EDINBURGH AND LOTHIANS
CHILD PROTECTION OFFICE

Joint Paediatric/Forensic Examination/
Specialist Paediatric Examination of
Child who may have been Abused or Neglected

Place of Examination Name of Examination(s)

Child's surname Forename(s)

Known as
Address Date of Birth
Sex
CHI No.
GP Date of Examination
Address
Time of Examination

Child accompanied to clinic by
{please tick)
Mother O Father O SW O Police O Other O

School/Nursery Attended

BACKGROUND INFORMATION
(e.g. previous concerns re. developmental delay, poor growth,
possible episodes of NAI)

Family/Social History

Page 1 0of 12
Figure 1.8 |Initial page of the locally used examination
proforma (the proforma is presented in full in Appendix A,
n. 457).
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series of still photographs). This allows detailed examina-
tion of the labia majora, labia minora, posterior fourchette,
vestibule, hymen and urethral meatus, and the anus.

This examination is discussed in more detail in Chapter 2.
Examination findings should be documented in detail,
again using line drawings and using the convention of the
clock face to locate any abnormalities and recent or healed
injuries. In undertaking an examination it is again impor-
tant to recognize that it may be superficial injury, for exam-
ple a bite mark or imprint injury, that corroborates the
sexual assault described by the child, when other, perhaps
more specific examination (i.e. anogenital) is inconclusive.

The same careful attention to detail is required in the
gathering of the samples that will be processed through the
forensic laboratory. This part of the examination is usually
led by the forensic examiner who has specialist training in
this area and will ensure (together with the attending police
officer), for example, that the chain of evidence is main-
tained. This particularly applies to the examination of the
sexually assaulted child when swabs are taken from the
vulva, vagina, anus, mouth and skin areas (depending on
the history) when looking for semen and saliva, samples
and combing of head and pubic hair, and samples of nails
and blood, as appropriate, again depending on the history.
These investigations may confirm sexual assault when
physical findings are normal. When an acute assault has
occurred, the child's clothing will be carefully gathered.
These details are further described in Chapter 7. The nature
of the samples taken should be documented carefully and
all specimens carefully labelled and signed by both exam-
iners and the attending police officer. Finally, the paedia-
triclan and police surgeon will oversee the taking of
photographs of any injuries by the identification branch of
the police. On occasions when there is a medical differen-
tial diagnosis, for example on certain skin lesions, medical
photography can also be very valuable in enabling a sec-
ond opinion to be more rapidly obtained.

Immediately following the examination when the pae-
diatrician and the forensic examiner have had an opportu-
nity to confer and possibly to review the video recording, a
preliminary conclusion should be reached and communi-
cated clearly to the attending police and social workers.
This allows the agencies to plan the further investigation of
alleged abuse and also to contribute to their planning for
the immediate protection of the child while the investiga-
tion is ongoing. It is very important to document precisely
the preliminary opinion that is given so that this can be
included and, if necessary, modified in the subsequent
typed report.

As much information as possible should be shared with
the parent and the child, but it may be necessary to with-
hold some detail, for example of the suggested mechanism
of specific injuries, when police investigations are at an
early stage and the accompanying parent may be impli-
cated in the abuse. Once a conclusion has been reached on
the likelihood of abuse and the possibility of differential

diagnoses, a plan of the investigations necessary to exclude
or confirm possible alternative explanations for the child’s
presentations can be made.

Investigations

Investigations that should be considered in the context of
possible physical abuse or neglect include: haematology,
clotting studies, biochemistry and tests to exclude malab-
sorption or other organic causes of failure to thrive where
appropriate. Skeletal survey is generally recommended in
any child under 2 years of age presenting with non-acciden-
tal injury and in older children for whom history or medical
findings suggest that it is indicated. Computerized tomogra-
phy (CT) or magnetic resonance imaging (MRI) of the head
should be undertaken in alleged shaking injury, as described
in Chapters 3 and 14, and must be considered in any situa-
tion of inflicted physical injury in a very young child. In
children presenting with multiple fractures without adequate
explanation it is important to consider the possibility of
osteogenesis imperfecta or other forms of brittle bone dis-
ease and to consider carefully what investigations should be
undertaken if a diagnosis of non-accidental injury is to be
sustained. In the majority of cases the correct diagnosis can
be achieved by the taking of a careful history, particularly
including the family history, careful examination, and
expert radiological review. In considering radiological inves-
tigation it is extremely important to take into consideration
the risks of exposure to radiation and to consider carefully
the indications, discussing the requirements with an experi-
enced paediatric radiologist.

Assessment of Growth and Development

Assessment of the physical growth and developmental
stages of the child is crucial to forming an opinion on the
significant harm that the child may have or is likely to
suffer. Satisfactory growth measurements may be charted
during the paediatric/forensic examination and an age-
appropriate developmental history confirmed by brief
observation. However, in many situations, particularly
involving very young children, more detailed evaluation of
growth and development is required, including reference to
previous health records, particularly those held by the
health visitor.

Growth is an important indicator of a child's well-being -
both physical and emotional. Placed in the context of pre-
vious measurements and the subsequent trend in growth
once a child is protected, the pattem of growth can be a
vital piece of medical evidence in establishing grounds of
referral for ill treatment or neglect (Fig. 1.9).

It is essential to obtain information about the height of
the natural parents in order to calculate the target height of
the child and determine whether or not the child’s current
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z-~wih is appropriate for his or her family. The association
~=mween failure to thrive and child abuse and neglect is well
==2zblished; however, the precise definition of failure to
“=mive remains controversial and its causation in most cases
—ultifactorial. It is also important to note that the word
nrive’ is derived from the Norse fhrifa to grasp, meaning

*o grow strong and healthy’ and therefore is not just about

~=ight, weight, head circumference and developmental sta-
=2s. The underlying mechanism is undernutrition, with the
-=ild either not offered, not taking in or not able to utilize
:opropriate nutrition.?! Early studies tended to define fail-
7= 10 thrive as all children who fall below the third centile
- terms of weight gain; however, by definition 3 per cent of
»ur population fall below the third centile if the charts
=ccurately reflect our population. Among these children,
“zarly there will be some who are genetically small, but
ther genetically large children may be significantly failing
“o thrive while their weights are well above the third centile.

‘ork of the Parkin Project in Newcastle identified children

“2urz 1.9 Growth chart of non-organic failure to thrive shows weight gain when the child is removed from the home environment.
-z published by Castlemead Publications, Welwyn Garden City.) a, referred; b, admitted urti.; ¢, home; d, readmitted; e, fostered.

as failing to thrive when they lay in the slowest growing
5 per cent of the population.* This is equivalent to a fall from
the 50th to the 10th centile over a 6-month period. Their
work also clearly showed that the surveillance weight meas-
urement at 6 weeks of age was a good predictor of future
stature in the well-nourished child, confirming that birth
weight is a poor predictor, reflecting maternal and intra-
uterine factors rather than the innate growth potential of
the child. Therefore, in evaluating a child’s growth pattern
it is important to obtain the 6 weeks' surveillance weight
and length and all other available measurements between
that point and the current position.

The work of Wright®® in Newcastle in the 1990s con-
firms the difficulty distinguishing between non-organic
and organic failure to thrive. The term non-organic failure
to thrive is sometimes considered to be synonymous with
abuse or neglect of the child’s need. However, studies
clearly show that there are some children in whom investi-
gation produces no clear organic cause but who continue
to fail to thrive despite the best intentions of their parents.
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Frequently these children have been of very low birth
weight andfor have developed significant feeding problems
during infancy. In investigating the child with failure to thrive
in whom abuse or neglect is suspected, it is extremely impor-
tant to exclude the recognized organic causes {for example
cystic fibrosis, coeliac disease, cardiac disease or recurrent
infection should be considered) and, ideally, demonstrate that
the poor growth pattern is reversible through offering a period
of normal care and nutrition.

Before reaching a conclusion it is important to ask the
question, ‘what is this child’s capacity to grow?’ Careful
review of the medical history and examination findings
must be undertaken to exclude the possibility that intra-
uterine growth retardation has led to failure to thrive, recog-
nizing that studies show that almost 20 per cent of
very-low-birth-weight babies remain very small.>> The pos-
sibility should also be excluded that neurological impair-
ment underlies difficulties with feeding®® or that neonatal
problems necessitating repeated intubation and tube feeding
have delayed the normal processes of learning to feed such
that the child has missed a critical period for developing the
skills.®® It is important to note here that the child may have
missed the critical period because of neglect with the parents
not offering or not encouraging the child to explore an
appropriate range of solid foods at the appropriate stage,
usually around the 6- to 7-month stage. Studies have shown
that hunger, satiety and taste preferences are present in nor-
mal children by 24 months of age;*® again these opportuni-
ties may be missed because of organic illness or because of
physical or emotional deprivation.

In the literature, there is a growing body of evidence of the
importance of behavioural issues in children’s feeding and the
importance of the mother’s touch; ‘maternal, physical and
social interaction with her child in promoting feeding and
growth’ is well described in an article by Polan and Ward
{1994).>” How the child responds to being fed and how the
parent then responds to them profoundly influences how the
feeding behaviour develops and whether or not the child
becomes a competent feeder. If the parent responds to a child’s
early difficulties with dogged determination, prolonging the
mealtime and disregarding the child’s protests and continuing
to present food of a flavour or texture the child dislikes then
the child may respond by refusing to eat at all. The child then
learns to associate eating with confrontational negative expe-
riences. As a result, although physical factors may have been
important in the causation of early under nutrition, behav-
joural factors become the main determinant in prolonging it.

It is important therefore to recognize that the term failure
to thrive is not a diagnosis but a description of a physical
state resulting from a multiplicity of interacting factors that
often change in their individual significance over time. In
order to come to any conclusion about causation or required
intervention, particularly if there is any suggestion of the
need for child protection procedures, a multidisciplinary
assessment that looks at all these aspects of the individual
child and family in its local community is essential.

When the child’s developmental status is a cause for
concern, again it is extremely important to attempt to quan-
tify that assessment and demonstrate the change over time
and particularly to chart recovery following successful
intervention (e.g. if the child is placed in a substitute family
setting). Accurate developmental diagnosis involves careful
observation of physical, social, communication and cogni-
tive abilities. The work of Mary Sheridan®® provides a devel-
opmental scale consisting of an inventory of abilities and
milestones. Aithough it can be regarded as a simple form of
psychometric test, the method of administration is not rig-
orously standardized and normative data consist only of
approximate mean ages at which the various milestones are
reached. This scale should be used primarily as a guide to
normal development. It can be used to describe in terms of
age equivalence, i.e. how many months behind its chrono-
logical age a child is on the particular axis of development.
Although useful, it is not as specific nor as able to chart
change over time as quantified assessments, for example
the Griffiths Developmental Scales that are particularly
helpful in identifying the profile of developmental progress,
highlighting, for example, when a child is particularly lag-
ging behind in social communication skills but making
better progress in relation to motor skills.>® The more spe-
cialist scales, for example the Reynel Developmental Lan-
guage Scales, measure specific problems in speech and
language development.’® In applying these tests it is very
important to recognize the limitations particularly in chil-
dren who have a specific impairment or disability, for
example visual impairment. When concern is based around
the cognitive development of a child, tools such as the Den-
ver Developmental Screening Test are useful.*! It is impor-
tant to recognize that the application of psychometric tests
Is restricted to suitably qualified persons and it would usu-
ally be necessary to refer the child on for more specialist
assessment when significant concerns have been raised.

Even when drawing an early conclusion about the
developmental status of the child it is very important to
consider whether the child has failed to demonstrate that
skill because he is unable to achieve it, either because of
specific physical/neurological impairment or in keeping
with global developmental delay; alternatively, is he failing
to cooperate because he is tired or hungry, upset or anxious
or unable to understand what it is which is expected of
him? If an age-appropriate skill is not achieved even in
optimum conditions (which may require a follow-up
assessment) is this because of limited opportunity, a lack of
encouragement to explore the environment and learn new
skills or because of underlying neurodevelopmental delay
or disability? These questions are of course the key to the
assessment of the impact of social deprivation and ill treat-
ment on the presentation of the child.

The negative behaviours demonstrated by children who
have been subjected to emotional deprivation and abuse
are well recognized but not specific (Table 1.6). They range
from the withdrawn, apathetic child at one extreme to the
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e 1.6 =0a1ive behaviours associated with abuse

=7_zz /Truanting

zrg

seeking, disruptive and aggressive child at the

f the spectrum. School attendance is frequently

¢ difficulty with patterns of school refusal or tru-

= Some show recurrence of wetting and soiling; in

serious eating disorders are the presenting com-

szin, the detailed assessment of these children,

ng documentation that can be of use in achieving

ul intervention, is dependent on specialist assess-

v psychologists, psychiatrists and therapists as well

“arricians.

summary, careful assessment of growth and develop-

re invaluable in the clinical assessment of the

<=2 child, both as an indicator of the level of care that

1 has received and as part of the investigation of

lerlying medical explanation for the child’s condi-

7 is vital to the assessment of the child’s ability to

1 an accidental injury in the way described, i.e. could

1 have climbed out of the cot as described, could

id have inflicted this injury on himself? In a recent

7 a four-year-old child with penile injury (Fig. 1.10),

occupational therapy assessment demonstrated that

-hild did not have the fine motor skills required to

this injury on himself, even if the pain and bleeding

101 prevented him from doing so. Assessment of the

s emotional state and language skills are also very

mant in interpreting the child’s account of alleged ill

mment and in considering his or her ability to testify in
- subsequent court proceeding.

=motional Abuse

predicted by Kemp and Helfer*? in 1980, the recognition
1otional abuse as a specific category of child abuse and
ziect has followed on slowly after the recognition of the
vsical forms of child maltreatment. This was despite the
: that it was clearly recognized as a cause for concern
-hin the UN Convention of Rights of the Child (UNICEF
-9, ratified by the UK in 1991). For example, Article 19 of
- Convention mentions protection from ‘all forms of phys-
or mental violence, injury or abuse, neglect or negligent
rment, maltreatment or exploitation including sexual
ise. Emotional abuse is now included as one of the cate-
ies for which a child’s name may be entered on the Child

Figure 1.10 Incised penile injury in 4-year-old boy.

Protection Register in the UK. For this purpose it is defined
in the recent revision of the joint working guidance, Work-
ing Together to Safeguard Children 2006 as

the persistent emotional maltreatment of children such as to
cause severe and persistent adverse effects on the child’s
emotional development. It may involve conveying to chil-
dren that they are worthless or unloved, inadequate or val-
ued only insofar as they meet the needs of another person.*>

Some level of emotional abuse occurs in all forms of ill treat-
ment of a child though it may occur alone. Emotional abuse
however remains difficult to define and quantify, particu-
larly as the main category of abuse. This is reflected in the
relatively low percentage of children registered under this
category in the UK, 18 per cent in 2000. The concern is not
simply the recognition of negative interactions between par-
ents and their children but the persuasiveness, persistence
and inflexibility of these in causing significant harm.**
Much of what is described as constituting emotional abuse is
culturally relative and therefore will vary in different soci-
eties.*® Glaser {2002)*® describes the dimensions of emotion-
ally abusive or inappropriate relationships as

(a) persistent negative attitudes, for example, denigration,
blame, belittling, harsh discipline and over control, (b) pro-
moting insecure attachment for example making the child's
continued care by the parent contingent on the child’s good
behaviour and (c) inappropriate developmental expectations
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and considerations, (d) emotional unavailability, (e) failure to
recognize a child’s individuality in psychological boundaries
for example failure to acknowledge a child's personality,
worth and wishes, (f} cognitive distortions and inconsisten-
cies for example mystification or unpredictable parental
responses.

Because these behaviours and attitudes affect both emotion
and cognition, Glaser prefers the term psychological mal-
treatinent to emotional abuse. Faced with these attitudes and
behaviours, children adopt different modes of coping
depending on their personality and resilience. Some will
become withdrawn, others indiscriminately attention seek-
ing, others seek gratification through food and may be
accused by their parents of stealing food and others are
described by their parents as showing disordered behaviours
by acting out in a way that elicits further negative parental
response. Some indication of these features may be identi-
fied through the presenting history or through information
gathered from the health visitor or education setting. Quan-
tifying the degree of current or future harm is fraught with
difficulty but would require the specialist input of psychol-
ogy and psychiatry services. Successful intervention is even
more difficult to achieve, as even when parents accept the
potentially damaging nature of their interactions, sustaining
a change in behaviour leading to reduction in the extent of
harm and a reversal of damage is hard to achieve. Early
recognition by the clinician of signs of emotional abuse is
therefore extremely important, allowing for the possibility of
preventative treatment.*’

The neglect of a child’s emotional and social needs is
even more difficult to demonstrate adequately in terms of
providing medical evidence that will convince a court. We
all recognize the very long-term effects of early lack of
bonding, stimulation and positive interaction on emerging
language skills, even from the early weeks and months of
life. This has been very well documented particularly by
Rutter (1975),%7 who has described the patterns of behav-
iour and developmental difficulty that are seen in children

No agreement

.-_ G ]

Normal range

Good agreement between parent and
professional on need to consult

from such emotionally and socially deprived backgrounds.
Such children lack confidence, are unable to express their
feelings or make choices, and remain apprehensive and
vulnerable unless very early intervention is achieved.

A particularly difficult area of practice relates to fabri-
cated or induced illness (previously known as Munch-
hausen syndrome by proxy), when, again, meticulous
documentation of the repeated presentations together with
expert assessments from psychologists or psychiatrists are
essential to reaching a diagnosis and protecting the child.
Guidance on the health and multi-agency assessment in
these cases is contained within RCPCH and Department of
Health guidance published in 2002.'7-1%4%49 Meadow drew
attention to this form of abuse through a case study in
1977 in which he described the deliberate fabrication of
bizarre symptoms.*® Subsequently, many manifestations of
fabricated and induced illness have been recognized,
including recurrent seizures, deliberate suffocation of
infants and salt poisoning. Detailed assessment of the
adults caring for the child is essential to gaining an under-
standing of the nature of the ill treatment in these cases. Is
this a parent who is thriving on the ward and is less wor-
ried by the child’s illness than the staff? Is the carer assum-
ing the sick role by proxy to gain attention or are they
genuinely concerned about the child and exaggerating
genuine symptoms and signs to get the attention they feel
their child needs? The work of Eminson and Postlethwaite®®
helps us to understand the continuum between neglectful
carers, those accessing health care appropriately and carers
who seek unnecessarily frequent health contacts from
over-anxiety to those who deliberately exaggerate, invent
or induce illness. This is illustrated in Figure 1.11.

DOCUMENTATION AND REPORT WRITING

The importance of careful documentation in ultimately
achieving a successful outcome for the child at the centre

No agreement

Factitious illness

1 2 3 4 6 ] 7 I 8 9
lassical Jeopardize Marked Rather "Normal’ Anxious about  Exaggerate [nvent Classical
neglect health through non- fackadaisical  Appropriate  triviat symptoms symptoms.  Munchausen'ss
- lanore carelessness compliance about response to  symptoms syndrome by
- symptoms symptoms or  child's proxy =
treatment symptoms Procure =
symptoms.

Figure 1.11  The spectrum of fabricated and induced iliness.%
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child abuse investigation cannot be over emphasized.
locumentation must record an accurate picture of the
i, the injuries and the story, together with the back-
nd medical, family and social history on which the
1ion was based so that this can be recreated often
1ths later for any court proceedings. It must be possible
-legal, professional and lay members of the jury not only
derstand the basic information, but also to follow the
zical thinking through the differential diagnosis to the
rion. It is likely that all documentation from the earliest
iwritten notes to the final typed Soul and Conscience
r1s will be available for scrutiny and to form the basis
1ot only the prosecution or reporter’s case, but also to be
-=d through cross-examination (the writers of the report
- providing fact and opinion as if under oath to the
). The high standard of documentation required is best
izved by using a proforma; an example is included in
endix A, p. 457. Not only does this act as a vehicle to
e contemporaneous handwritten notes, but also it
= as a prompt throughout the history-taking examina-
investigation and conclusion, reminding the clinician,
- =xample, to ask specific history relating to genitouri-
symptoms, sanitary protection, etc. in alleged sexual
is¢. 10 clearly record the methodology, for example the
7 the colposcope, and the position of the child during
- =xamination, and to document who was present at dif-
-nt stages during the consultation and who was the pri-
~ source of the information provided. It includes a
-ord of the specimens taken and their precise source and
=rord can be made of any further investigation that is
ired and who will take responsibility for these actions.
proforma provides a vehicle for recording a joint ini-
pinion, making it easy to see how conclusions have
1 reached. Clear documentation of the obtaining of
“rmed consent including consent to photo-documenta-
and the provision of a report for the police and procu-

- fiscal will be included.
ne clear headings of the proforma then provide a tem-
= for the preparation of the Soul and Conscience report
should be written jointly by the paediatric and foren-
‘octors and signed by both. Again, in writing this report
zical train of thought must be evident, leading from
s 10 opinion with clear reasoning and in language

v identifying the examiners, their skill and experience,

: their responsibility to the patient. It should detail the time
scation of the examination and summarize the infor-
“on available prior to examination, summarize the pres-
ation, past medical, family and social history, and
<zribe the process of examination. It must detail the
mination findings/their photo-documentation and any
-stigations that have been carried out, together with
+ results that are already available. It must give as clear
~onclusion and opinion as the available facts allow,
riv taking into account any factors that are at odds
that opinion. It should indicate any areas for which

further information is awaited or specialist medical opinion
has been sought, for example the results of screening for
sexually transmitted diseases, ophthalmological (see Chap-
ter 6) or orthopaedic opinion.

INTERPRETATION OF THE FINDINGS

During the course of the clinical assessment it is important
to start to think about the differential diagnosis, always
trying to keep an open mind on the likelihood that there
may be an underlying medical problem or accidental
explanation for the child's presentation or indeed that
there may be have been self-injury rather than inflicted or
non-accidental injury. It is important to start thinking
about the timing in relation to the injuries and to start to
consider whether the gathered facts are consistent with the
history or allegations and whether they are supportive or
diagnostic of abuse. In attempting to reach a conclusion,
consider whether there is any missing or conflicting infor-
mation. The overall pattern of injury may in itself be highly
suspicious either in terms of the extent of bruising, differ-
ent ages or a particular pattern of injury. The nature of the
observed injury may indicate a higher level of force would
be required than the accidental explanation offered. The
explanation may or may not be consistent with the
observed developmental stage or physical size of the child.

To answer the question ‘could it have happened this
way?’ it may be necessary to ask the police to revisit the
scene after the examination to consider, for example, could
the child have thrown herself out of the cot and if so could
she have hit her head against the bedside table? If this child
ran across the room would the door handle be at the right
height to cause this periorbital bruise? It is important to
fetch the alleged implement not only to check consistency
(size, shape and pattern) with the imprint bruise, but also to
corroborate the child’s story, for example ‘He always kept
the stick under his side of the mattress’

As noted in an earlier section quantified assessment of
the child’s development stage using Griffiths or Bayley’s
motor scales may be essential to demonstrate that a partic-
ular accidental explanation could not be correct.

Bruises are present in about 90 per cent of physically
abused children but are also of course associated with nor-
mal activity in childhood. It is therefore the pattern of
injury that is crucial as well as the timing. A number of
studies have shown the differences in frequency and distri-
bution of bruises in non-abused and abused populations.>
In 1982, Robertson et al.>’ showed that bruises to the head
and neck are particularly associated with non-accidental
injury, seen in only 6.5 per cent of the normal population
and 60 per cent of the abused children. The face is the most
commonly bruised site in fatally abused children.? Some
areas of the body are rarely bruised accidentally at any age,
for example neck, buttocks and hands in children under
two.>® Bruises on the buttocks, lower back and outer thighs
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Figure 1.12 Showers of petechial haemorrhages on the upper
neck and face following attempted strangulation.

are often related to punishment.>® Injuries to the inner
thighs and genital area may suggest either sexual abuse or
punishment for enuresis. Bruising, particularly showers of
petechiae and purpura, over the head and neck particularly
around the eyes, behind the ears and inside the mouth sug-
gest mechanical asphyxia, for example as in strangulation
or compression of the chest (Fig. 1.12). Sibert et al. {2002)°®
explored the possibility of developing a scoring system to
assist in estimating the probability that the pattern of bruis-
ing in a given child is non-accidental. Their method of
recording bruising by site, maximum dimension and shape
was easy to use and showed clear differences between cases
and control subjects in the total length of bruises. A scoring
system was developed, which discriminated well between
the two groups; by including a variable that indicated
whether a bruise had a recognizable shape, the discrimina-
tion was even better. They concluded that this system has
potential to aid the diagnosis. It is important to remember
that no site is in itself pathognomonic of non-accidental
injury and that a careful history and examination is essen-
tial in reaching the right conclusion in all cases.?’

Accurate timing of bruises is by naked eye examination is
not possible. There is wide intra- and interobserver variation
in description and estimates of age both in the clinical sjtu-
ation and from photographs.®® However, most examiners
would feel confident about distinguishing between genera-
tions of bruises, for example those that are very recent
i.e. less than 18 hours old (showing no yellowing) and fre-
quently accompanied by other signs, for example tenderness
and swelling, to those that appear older then 18 hours and
those that appear very old. This is very important if one inci-
dent is being postulated as a whole explanation for the pat-
tern of injury, for example a fall from a swing.

The pattern of individual injuries or groups of injuries
may be highly specific for non-accidental injury. Forceful
striking of the skin with an object may leave a clearly iden-
tifiable imprint, e.g. of the sole of a slipper or the buckle of
a belt. On impact, blood vessels under the central zone of

the impact are emptied and so do not leak blood into the
skin whilst the edges are stretched as the instrument digs
into the skin, tearing the small blood vessels and leaving
two lines of dermal haemorrhage when the object is
removed. In addition to the imprint, which may be left by
an open hand slap (Fig. 1.13) or forceful grip, we may also
see characteristic fingertip bruises, pinch marks or semicir-
cular abrasions from the fingernail of a poking finger. A
kick from the toe of a shoe may produce a characteristic
bruise with a curved upper outline and a sharply demar-
cated lower edge with a pale centre. Bruising in association
with bite marks is very characteristic whether or not the
skin is abraded (Fig. 1.14]) (see Chapter 22). Ties or ligatures
cause a circumferential band around limbs or the neck.

b, R

Figure 1.13  Open slap; the imprint of individual fingers is
apparent.

Figure 1.14 Bite mark; in this site the bite could not be self
inflicted (compare with Fig. 1.16).
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~zbric imprint (not to be confused with petecniae) leaves a

naracteristic appearance where an object or hand has
pacted forcefully through clothing.

Characteristic patterns also result from the tracking of

2od through tissue planes following blunt trauma. It

=xplzins a well-recognized phenomenon of bruises ‘coming

=7 and also provides a potential trap in suggesting that

bruises have appeared despite protection from the

=Zed perpetrator. For example, a bruise from a fractured

—mur may appear around the knee several days later, a

4 with repeated injuries to the left side of the face

~oeats 1o develop a ‘new’ bruise along the left jaw line

~o~ng admission. ‘Crimping’ bruising, i.e. linear bruising

-ning parallel to the curved edge of the buttocks where

meet in the midline, is characteristic of forceful slap-

= Fig. 1.15). Periorbital bruising may appear following a

70 the forehead above the hairline, not to be confused

ilateral periorbital bruising in association with a frac-

the base of the skull. It is also important to remem-

nzt a linear edge to a bruise may relate to its infliction

bony plane rather than the nature of any implement.

= position of bruises relative to each other is also

=~ v significant. For example, a multiple row of small

or oval bruises from the knuckles in a fist blow or

:ing pinching bruises on each side of the upper arm or

rax of an infant when a child is gripped by fingers

amb. Bilateral bruises on the throat and along the

¢ in gripping or manual strangulation (these may be

panied by nail abrasions). It is also always important

ider the possibility of self-infliction, particularly

: pattern of injury is unusual (Fig. 1.16). The child in

“zure was admitted as a possible case of meningococ-

ticaemia; however, psychiatric assessment revealed

2 was isolated and unhappy and making a silent cry

L

~=ving carefully described the bruising and reached an
: on the likely causation it is important to comment
legree of force likely to have been required to

LT ey

e ]

2 RS
= 1.15  Crimping bruising of the buttocks of a 4-month-
= with sparing of tissue within the gluteal fold.

produce this pattern of injury. It is not possible to give a pre-
cise answer to this question as many studies have shown that
there is no direct correlation between the nature of the bruise
and the force used, but it is customary to describe the force as
mild, moderate or severe. Severe would usually be accompa-
nied by internal or bony injury. It must be remembered, how-
ever, that even fatal internal injury may result from inflicted
trauma, for example a kick to the abdomen with only mini-
mal superficial injury, and that asphyxia, for example
through smothering, may lead to the death of an infant with-
out producing any evidence of superficial injury.*’

e el ARSI

Figure 1.16  (a and b) Self-inflicted bruising caused by biting,
initially diagnosed as possible meningococcal infection.
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